Background
It is clear that a sizeable proportion of intensive care unit (ICU) patients are older adults. Data from the United States estimates approximately 55% of all ICU bed-days are occupied by patients aged ≥ 65 years and an estimated 14% of those patients aged ≥ 85 years die in the ICU. 1 The concept of disease severity is difficult to define; the Subcommittee on Disease Severity concluded that the severity is the total effect of disease on organ function: it has both irreversible and reversible components. 2 Predicting outcomes for critically ill patients is an important aspect of discussions with families in the intensive care unit. Physician job is to clinically predict the expected outcomes 3 The Severity of illness scoring systems are tools used to predict and to evaluate, from multiple perspectives, the outcomes of critically ill patients. 
Statistical Analysis
Analysis of data performed by using SPSS package version 15.0. Description of data in the form of mean (M) and standard deviation (SD) for all quantitative variables and frequency and percentage for all qualitative variables. Comparison of qualitative variables was done using chi-square test (X2). Significance levels measured according to P value (probability) P>0.05 insignificant, P<0.05 significant, P<0.01 highly significant.
Results
The results showed that age group ranged from 60 years to 96 years and the actual discharge from the ICU was 40.71% of patients while 59.29 % of patients died ,it also showed that the length of ICU stay ranged from 2 days to 62 days (table 1) .
The results showed that table shows a highly significant association between physician view of end point of the patient on ICU admission and actual discharge of the patient (table 2) . The physician view of end point matched the actual discharge in 102 patients (51 death cases and 51 discharge cases) out of 140 patients The result showed a highly significant relationship between the predictive value of the mortality scales (APACHE II, SAPS II, MPM II admission and MPM II at 24 hours) either death or discharge and the actual discharge type (table 3) . The result showed that physician view of endpoint has a highly significant association with the predictive value of SAPS II, MPM II admission, MPM II at 24h and a significant association with APACHE II scoring system (table 4). 
Discussion
The results of this study revealed a highly significant association between physician view of end point of the patient on ICU admission and actual discharge of the patient. This agrees with Sinuff et al ., 5 who performed a systematic review of 12 observational studies comparing the accuracy of ICU physicians' and scoring system predictions of ICU or hospital mortality of critically ill adults and concluded that : ICU physicians discriminated between survivors and non-survivors more accurately than did scoring systems in the first 24 hrs of ICU admission but neither physicians nor scoring systems were accurate enough to rely on during triage and end-of-life decisions 5 On the other hand some evidence suggests that statistical methods behave better than clinicians in predicting outcome in many studies. 9 This opinion is, however, controversial especially for decisions to withdraw or to withhold therapy. Moreover, the application of different models to the same patient frequently results in very different predictions 9 , but most of studies were not specifically on the elderly patient.
In the current study the result showed that physician view of endpoint has a highly significant positive association with the predictive value of the well validated mortality prediction tools SAPS II, MPM II admission, MPM II at 24h and a significant association with APACHE II scoring system and this adds a value for the clinical judgment.
This agrees with many studies as Chang et al., 10 Knaus et al. 11 and Zimmerman et al 12 which concluded that mortality scales is a helping tool to the decision making process and not a substitute.
Moreover, outcome prediction may be affected by the inappropriate interpretation of the score. Clinicians must be aware that the probability of mortality based on a particular score relates to a similar group of patients and not to an individual. This is important to understand before attempting to use scoring systems in clinical practice. 13 Another opinion was that the superiority of physician judgment to objective scores could be attributed to physicians giving less appropriate treatment approach to patients they predicted to die, thus worsening their prognosis. 
